weeks. A CT brain 10 days later showed severe ischaemic changes in both cerebral hemispheres and EEG done at the same time showed severe hemispheric dysfunction. After 2 weeks the patient had manifest spastic quadriplegia with tremor. She was given oral doses of baclofen (l.ioresal) increasing to 80 mg daily in addition to 600 mg carbamazepine (Tegretol) daily. Physiotherapy was initiated as soon as the patient had been weaned off the respirator. One month after the accident the patient was in a vegetative state but later has made a consistent and continuous recovery. In May 1990 she was fully conscious and aware of her surroundings. Although unable to speak, she did make attempts and produced guttural sounds. The muscle tone was increased in all extremities but the patient could move each extremity on command. The tendon reflexes were all hyperactive at 4+ and her plantar response was extensor. From being vegetative with a spastic quadriplegia due to severe brain ischemia this patient regained consciousness and mobility in all four limbs.
Discussion
Oral as well as intrathecally administered baclofen is effective in the treatment of spinal and supraspinal spasticity, multiple sclerosis, cerebral palsy, orofacial dyskinesia and trigeminal neuralgia-". Baclofen resembles carbamazepine in its ability to depress excitatory transmission and facilitate segmental inhibition in the trigeminal nucleus". Whereas carbamazepine is mainly used as an anticonvulsive drug it has been suggested that baclofen can cause epilepsy and seizures are therefore considered a contraindication7.6.
It has been postulated that patients with postconcussion syndromes may harbour unrecognized brain stem seizures not seen on scalp EEG but detectable with depth electrode recording9. Brain stem seizures in postconcussion syndromes have been successfully treated with carbamazepine and beta-
Renal artery embolism:
a rare cause of renal colic G Y H Lip MB ChB S P Bramwell FRCS P J Paterson FRCS Department of Urology, Glasgow Royal Infirmary, 16 Alexandra Parade, Glasgow G31 2ER Keywords: renal artery; embolus; renal colic; postpartum Renal artery embolus is a rarely diagnosed condition with presenting features so similar to ureteric stone or obstruction that the diagnosis may be missed. We report a case of renal artery embolism occurring in a young woman with mitral valve disease who presented in the puerperium with the typical features of renal colic.
Case report
A 32-year-woman was admitted with an 8-hour history of severe left loin pain, which radiated to the groin. The patient had given birth in the 39th week after an uneventful labour 6 days before presentation. Antenatal care was complicated by severe mitral stenosis diagnosed in the 25th week, requiring closed mitral valvotomy.
On examination she was apyrexial, normotensive, and in sinus rhythm. She was tender in the left loin and renal Correspondence to: Mr S P Bramwell, Ballochymle Hospital, Mauchline, Ayrshire adrenoreceptor blockers (Inderal) (Andy OJ, personal communication). Both patients had episodes of brain stem seizures before treatment with Lioresal and Tegretol was initiated. Seizures were not observed during treatment. The impressive improvements recorded suggest a new possible therapeutic approach to the treatment of severely brain injured patients in a vegetative status with spastic quadriplegia. The assumed therapeutic effect ofbaclofen and carbamazepine in combination will be evaluated in a prospective clinical trial. Clin Electroenceph 1989; 20:24-34 (Accepted 26 November 1990) angle, with no peritonism. Proteinuria and microscopic haematuria were present and the blood urea was 5.1 mmolll. A plain abdominal film was normal. The patient was admitted with a provisional diagnosis of renal colic, possibly due to a small stone in the ureter.
References
The following morning she still complained of severe pain and an urgent intravenous urogram was performed, which showed good excretion of dye from the right kidney, but complete non-function on the left side. An ultrasound showed two normal sized kidneys without hydronephrosis. An isotope renogram using 99rntechnetium confirmed absent perfusion of the left kidney. Arteriography showed complete occlusion of the single left renal artery just distal to its origin, with no collateral circulation to the kidney (Figure 1) .
As the time from onset of pain to confirmation of the diagnosis of renal artery embolism was over 24 h it was felt that an embolectomy or thrombolytic treatment would not salvage the kidney. Anticoagulant treatment was therefore commenced. An electrocardiogram confirmed sinus rhythm and an echocardiogram showed no evidence of mural thrombus. On review at 3 months she was normotensive, and repeat isotope renogram confirmed complete left renal infarction.
This case emphasizes the need to consider renal colic as a symptom and not a diagnosis. Although rare, renal artery embolism should be considered in the differential diagnosis of renal colic, particularly when there is a history of cardiac disease, so that appropriate management may be given.
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Discussion
Renal colic is a common acute surgical problem. It is usually a symptom of urinary calculus disease, but may occasionally be due to other more serious intra-abdominal pathology. Emergency investigation of a patient presenting with renal colic usually includes a plain abdominal X-ray and this will detect about 90% of renal or ureteric stones. Emergency intravenous urogram is seldom indicated in the typical acute case, but should be considered if no stones are seen in the plain film.
The presenting clinical features of renal arterial embolism are variable, but include flank, abdominal or chest pain, nausea and vomiting':". Fever and microscopic haematuria may occur'. Small asymptomatic renal emboli are quite common: in a series of 14 411 autopsies reported by Hoxie and Coggin" in 1940, the incidence of recent renal infarcts was 1.4% (the condition being diagnosed in only two cases prior to death). In 76% of their cases there was a coexisting cardiac lesion. Lessman et al.' found cardiac disease or arrhythmias coexisting in 16 out of 17 patients with renal artery embolism. The commonest associated abnormalities are rheumatic heart disease and myocardial infarction 2 ,3,5,6. Mural thrombi originating in the endocardium are the most likely source of embolic material.
Collateral circulation via capsular vessels or around the embolus may occasionally be sufficient to maintain renal viability":". Consequently the duration of arterial occlusion compatible with recovery of renal function is variable", and early diagnosis with intravenous urogram and renal scintigraphy proceeding to arteriography may allow renal salvage with thrombolytic therapy":". or with surgical ernbolectomy'". If surgery is contraindicated, or in cases of distal emboli, patients should be treated with anticoagulant therapy, alone or with thrombolytics!':". His past history included recurrent bouts of pancreatitis, secondary to gall stones. This had been complicated by splenic vein thrombosis, after which he developed splenomegaly. Eighteen months earlier he had undergone a partial pancreatectomy and splenectomy.
On examination he was apyrexial and clinically shocked. The pulse was 110/min and systolic blood pressure was 60 mmHg. There were no signs of meningism and respiratory and abdominal examination suggested no signs for a focus of infection. A clinical diagnosis of septicaemia was made. Over the next 2 days he developed diffuse petechiae and deeply violaceous purpuric lesions. The lesions on the face spared the eyelids and lips, resulting in the malar purpura (Figure 1 ). After 4 days he developed symmetrical peripheral gangrene of both his upper and lower limbs (Figure 2) .
The clinical course was complicated by disseminated intravascular coagulopathy, persistent hypotension, respiratory and renal failure. Despite intensive therapy including antibiotics, inotropic support, assisted ventilation, steroid therapy, blood, fresh frozen plasma and platelet transfusions he died several days after admission.
Two sets of 'standard' blood cultures were taken at presentation. A faintly stained, long slender Gram negative bacillus was isolated from the aerobic medium after 3 days.
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